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Objective. To evaluate mental health first aid (MHFA) skills using simulated patients and to compare
self-reported confidence in providing MHFA with performance during simulated patient roleplays.
Methods. Pharmacy students self-evaluated their confidence in providing MHFA post-training. Two
mental health vignettes and an assessment rubric based on the MHFA Action Plan were developed to
assess students’ observed MHFA skills during audio-recorded simulated patient roleplays.
Results. There were 163 students who completed the MHFA training, of which 88% completed self-
evaluations. There were 84% to 98% of students who self-reported that they agreed or strongly agreed
they were confident providing MHFA. Postnatal depression (PND) and suicide vignettes were ran-
domly assigned to 36 students. More students participating in the PND roleplay took appropriate
actions, compared to those participating in the suicide role-play. However, more students participating
in the suicide role play assessed alcohol and/or drug use. Ten (71%) participants in the PND roleplay
and six (40%) in the suicide roleplay either avoided using suicide-specific terminology completely or
used multiple terms rendering their inquiry unclear.
Conclusion. Self-evaluated confidence levels in providing MHFA did not always reflect observed
performance. Students had difficulty addressing suicide with only half passing the suicide vignette
and many avoiding suicide-specific terminology. This indicates that both self-reported and observed
behaviors should be used for post-training assessments.
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INTRODUCTION
Mental Health First Aid (MHFA) is defined as “the

help provided to a person who is developing a mental
health problem, experiencing theworsening of an existing
mental health problem or in a mental health crisis. . .until
appropriate professional help is received or the crisis re-
solves.”1 Developed in Australia in 2001, theMHFA pro-
gram is designed for all members of the community, with
approximately 1% of the Australian population having
completedMHFA training.1,2 MHFA training is now em-
bedded in various health degrees, offered in over 20 coun-
tries and recommended by various organizations, such as
the Quality Care Pharmacy Program (QCPP), a commu-
nity pharmacy quality assurance program in Australia.3,4

MHFA Australia has developed a tailored course called
“Blended MHFA in the Pharmacy” for pharmacists
and pharmacy staff, which satisfies QCPP requirements.5

In Australia, The Pharmaceutical Society’s Mental
Healthcare Framework recognizes pharmacists as

primary health care professionals who have an important
role to play within mental health care.6 Globally, the In-
ternational Pharmaceutical Federation has urged mem-
bers to include pharmacists as part of their “human
resource development policy” so that “an increase by
20% of service coverage for severe mental disorders
can be achieved.”7 Hence, it is essential that pharmacists
are equipped with the necessary skills to help patients
with mental health problems.

MHFA has been shown to have a positive impact on
mental healthknowledge, attitudes and self-reportedbehav-
iors, amongvarious population groups, including pharmacy
students.8-11 Studies have used different self-report
methods to assess participants’ behaviors after completing
MHFA training, such as confidence, intentions, and help
provided.8-10,12-17 However, research on observed perfor-
mance is lacking. Psychologists have noted the shift
from direct observation to “introspective self-reports,
hypothetical scenarios and questionnaire ratings” to
measure self-reported behaviors.18 The increasing use
of questionnaires asking people “what they have done,
will do or would do”may be due to ethical and feasibility
concerns;18 however, various studies have illustrated
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discordance between self-reported and observed behav-
iors. For example, Tamburrino and colleagues found that
medical students’ self-reported preferences on an inven-
tory did not reflect their abilities during interviews with
simulated outpatients.19 Jenner and colleagues reported
a difference between health care professionals’ observed
hand hygiene behaviors and their self-reported prac-
tice.20 Simulated patients provide a means of evaluat-
ing students’ ability to “show how” they use their
knowledge.21 This form of assessment assumes that stu-
dents “know” the content and “know how” to apply the
skills they have learnt.21 “Showing how” knowledge is
applied is the third step in Miller’s framework for clin-
ical assessment.21 It is only inferior to the last step in the
pyramid entitled “does,” which evaluates the “actions”
taken by the student when he/she is working indepen-
dently.21 However, this final step of assessment is often
“difficult to measure accurately and reliably.”21

In light of this evidence, it is essential to incorporate
observed behavioral measures of performance in studies
that assess behaviors.18 Incorporating performance feed-
back in simulated patient studies is also recommended.22

Hence, this study has two objectives. The first is to eval-
uate the impact of MHFA training on pharmacy students’
communication and behavioral skills during roleplays
with simulated patients, and to provide immediate perfor-
mance feedback on these skills. The second is to compare
students’ self-reported MHFA skills with observed per-
formance during simulated roleplays.

METHODS
Fourth-year bachelor of pharmacy (BPharm) stu-

dents in the final semester of their degree at The Uni-
versity of Sydney completed theMHFA training course,
within their curriculum, delivered by an accredited
MHFA instructor and registered pharmacist. Post-training,
MHFA Australia emailed students a voluntary self-
evaluation form.

Registered pharmacists, mental health researchers
and an accredited MHFA instructor developed two de-
pression vignettes based on theDiagnostic and Statistical
Manual of Mental Disorders, 5th Edition (DSM-5) crite-
ria.23 One simulated patient was a first-time mother hav-
ing difficulty breastfeeding and the other was a person
struggling with a partner’s death and having suicidal
thoughts (Table 1). These vignettes were enacted by the
tutors during the simulated patient roleplays. The simu-
lated roleplay in this study was part of the students’ Pro-
fessional Practice unit, which required each student to
perform eight different skills: handling a request for an
over-the-counter medicine, handling a first-aid situation,
providing discharge counseling to a patient going home
from the hospital, answering a drug information query,
dealingwith amedication-related ethical dilemma, taking
a patient’s medication history and reconciling the medi-
cines list, completing a HomeMedicines Review (HMR),
and providing part of a Disease Management Service. An
HMR “involves the patient, their general practitioner
(GP), an accredited pharmacist and regular community
pharmacy.”24 During an HMR, “the pharmacist visits
the patient at their home, reviews their medicine routine
and provides their GP with a report” and a medicine
management plan is agreed upon by the GP and the pa-
tient.24 On the other hand, “disease management is an
approach to patient care that coordinates medical re-
sources for patients across the entire health care delivery
system.”25,26

There were 10 versions of each skill to be performed,
rendering a total of 80 scenarios. Two of the first-aid
scenarios, described previously in Table 1, were designed
to allow students to implement the principles of MHFA.
Other first-aid scenarios included asthma first aid, physi-
cal first aid, angina, hypoglycemia, wound care or ana-
phylaxis. Two pharmacists who had completed MHFA
training acted as the simulated patients and provided per-
formance feedback.

Table 1. Key Elements of the Mental Health Vignettes

Postnatal depression vignette – Sarah Suicide vignette – Barbara/Kena

Teary, stressed and crying; Regular patient, hasn’t been to the pharmacy for a while;
Has a 3-month-old baby; Partner recently died from cancer;
Difficulty with breastfeeding, feels like a failure; Requests doxylamineb – takes up to 4 at night but still can’t sleep;
Recently moved to Australia, has little support and

few friends;
Losing weight, no motivation, no energy, skipping work;

Has had depression previously; “I can’t see a future without my partner – I see no point in going
on anymore;”

“I can’t do this anymore – my baby would be better
off without me.”

“I no longer want to live, there is no point.”

aDepending on the gender of the simulated patient
bDoxylamine is a sedating antihistamine used for insomnia and is available from community pharmacies in Australia without a prescription
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AfterMHFA training, the 10 first-aid scenarios were
randomly allocated through simulated patient roleplay
during weekly tutorials. Students were not informed of
their allocations prior to the tutorial. The 30-minute in-
teraction involved an audio-recorded simulated patient
roleplay, tutor assessment, self-assessment and on-the-
spot performance feedback from an experienced tutor
who had completed MHFA training and was a registered
pharmacist in Australia.

A purpose-designed assessment rubric was devel-
oped based on the MHFA Action Plan (Table 2) and
a scoring system developed by MHFA researchers.27

Each item in the rubric was scored from 0 to 2 (0 points5
incorrect, inappropriate or missing behaviors, 1 point 5
partial demonstration of skills, 2 points5 full demonstra-
tion of appropriate skills).27 Allocation of scores for
each item was determined by consensus of all four au-
thors, all of which are registered pharmacists and experi-
enced pharmacy educators, one of which is an accredited
MHFA instructor and two of which have completed
MHFA training and are mental health researchers. The
resulting 12-item rubric mapped to the MHFA Action

Plan and was adapted for a community pharmacy context
(Table 2). This rubric was used by the simulated patient
to assess students’ MHFA skills during the roleplays
(audio recorded), to facilitate performance feedback by
the simulated patient and for students to self-assess their
own performance. To pass the assessment, students had to
get at least 12 out of 24 marks and assess for suicidal
thoughts. Other actions were also required to pass the
assessment, based on MHFA guidelines.4 For the suicide
vignette, the simulated patient admitted to having suicidal
thoughts and a plan in place. Therefore, the student had to
take the appropriate action by immediately referring the
simulated patient to the appropriate professional help,
such as a general practitioner (GP) and ensure that the
simulated patient was not left alone (eg, accompany
him/her to the GP’s clinic), to pass the assessment. For
the PND vignette, it was necessary to inquire about suicidal
thoughts; however, the simulated patient did not have cur-
rent suicidal thoughts. Therefore, to pass the assessment
and competently provide MHFA, it was necessary for the
student to refer the simulated patient to appropriate pro-
fessional help (eg, GP).

Table 2. Assessment Rubric Based on the Mental Health First Aid Action Plan – ALGEE 4

ALGEE Item Assessment Rubrica

Approach, assess and assist with any crisis Approach the person appropriately
Sit the person down in a private area
Ask appropriate open-ended questions
eg, How long have you been feeling like this?

Ask about suicidal thoughts
eg, Are you thinking about attempting suicide?

Assess the risk of suicide
eg, Have you developed a plan? Have you been
using alcohol and other drugs?

Listen non-judgmentally Listen non-judgmentally
eg, Avoid comments such as “get over it”

Display empathy
eg,“I understand this is a difficult time for you”

Display appropriate non-verbal communication
eg, hand gestures, eye contact

Give support and information Give reassurance and appropriate information
eg,“These feelings are common and can be treated”

Encourage appropriate professional help Connect the person with the appropriate professional help
eg, General practitioner, family member

Encourage other supports Encourage the use of self-help tools
eg, Mental health websites

Attempt to follow-up with the person
eg, Ask for their number

aEach assessment rubric item was 2 points multiplied by 12, which equaled 24
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The post-training self-evaluations were analyzed us-
ingSPSS22 (IBM,Armonk,NY).After data collectionwas
completed, the same tutor who performed the 30 simulated
patient role-plays listened to all 36 audio-recordings and re-
scored them all. The results reported in this article are
based on the scores of the audio-recordings to ensure con-
sistency among the outcomes. They were also categorized
as competent (or not) for key behavioral outcomes by
assessing their ability to provide ALGEE, which stands
for approach, assess and assist with any crisis; listen non-
judgmentally; give support and information; encourage ap-
propriate professional help; encourage other supports.4

For anymissing or unclear recordings, tutormarkswere
assumed to be accurate. Any discrepancies or ambiguities
were discussed with the research team to reach a decision
by consensus. Ethical approval was received from The Uni-
versity of Sydney Human Research Ethics Committee.

RESULTS
Between July and August 2015, 163 students com-

pleted MHFA training. Following the training, 143

(87.7%) students completed the self-evaluation form.
Students’ responses to the self-evaluation items are dis-
played in Table 3.

Simulated Roleplay
One tutor was the simulated patient in all 18 PND

roleplays and 12 suicide roleplays (30 in total). This tutor
also re-scored all of the roleplays based on the audio-
recordings, upon which the results of this article are
based. The second tutor was the simulated patient for
six of the suicide roleplays. Thirty-six students were ran-
domly assigned to receive either the PND (n518) or the
suicide (n518) vignette. During the PND vignette, one
assessment was not completed and excluded in the data
analysis. Hence, data were only available for 17 of the 18
PND roleplays. Based on these criteria, 76.5% passed
the PND vignette and 50.0% passed the suicide vignette.
Table 4 shows student performance in applying the
ALGEE process, as per the audio-recordings. In general,
most students appropriately carried out the ALGEE
actions; however, 14 (82%) students assigned to the

Table 3. Students’ Self-Reported Confidence in Providing ALGEE (n5143)

Self-Evaluation Item

As a result of this training, I feel more confident that I can: n (%)

1 2 3 4 5
Strongly Disagree Disagree Uncertain Agree Strongly Agree

Recognize the signs that indicate that
someone may be developing a mental
health problem or experiencing a
mental health crisis.

1 (0.7) 1 (0.7) 4 (2.8) 73 (51.0) 64 (44.8)

Approach someone who may be developing
a mental health problem or experiencing
a mental health crisis.

0 (0) 5 (3.5) 18 (12.6) 62 (43.4) 58 (40.6)

Ask a person whether they are having
thoughts of suicide.

0 (0) 2 (1.4) 14 (9.8) 66 (46.2) 61 (42.7)

Listen to and interact with a person without
expressing judgment about their situation.

0 (0) 2 (1.4) 8 (5.6) 45 (31.5) 88 (61.5)

Offer a person information and support
about mental health problems.

0 (0) 1 (0.7) 4 (2.8) 63 (44.1) 75 (52.4)

Encourage a person to seek appropriate
professional help.

0 (0) 0 (0) 6 (4.2) 49 (34.3) 88 (61.5)

Encourage a person to access other support. 0 (0) 2 (1.4) 4 (2.8) 57 (39.9) 80 (55.9)

Recognize and correct other people’s
misconceptions about mental health
problems.

0 (0) 0 (0) 3 (2.1) 54 (37.8) 86 (60.1)
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PND roleplay and 13 (72%) students assigned to the sui-
cide roleplay did not ask the simulated patient about drug
and/or alcohol use.

During both roleplays, it was often difficult to deter-
mine if the participants asked about suicidal thoughts,
specifically, or self-injury,more generally. This is because
71.4% of participants in the PND roleplay and 40% in the
suicide roleplay either completely avoided using suicide-
specific terminology or used specific and non-specific ter-
minology. Terminology that is non-specific to suicide and
may indicate assessment of non-suicidal self-injury in-
clude terms, such as “hurt” or “harm.” All participants
who asked about self-injury, regardless of the terminology
used, were given points for asking about suicide. How-
ever, to ask about suicide, specifically,MentalHealth First
Aiders must ask that person directly and must not avoid
using the word “suicide.”4 To demonstrate appropriate
language when referring to suicide, a Mental Health First
Aider should use the terms “suicide” or “die by suicide.”4

Other appropriate examples of suicide inquiries include
“Are youhaving thoughts of suicide?” and “Are you think-
ing about killing yourself?”

Terms thatwere considered to be non-direct included
inquiries about harming, injuring, mutilating or hurting

oneself or having thoughts of such actions, such as self-
harm.28 The term self-harm is not clearly defined and can
refer to non-suicidal self-injury.28 During the suicide vi-
gnette, six students either usedmultiple terms or used only
non-suicidal terminology to assess suicidal thoughts or
ask related questions, such as whether the simulated pa-
tient had a plan in place. Similarly, during the PND vi-
gnette, when inquiring about suicide, 10 students used
multiple terms or only non-suicidal terminology. Hence,
it was difficult to determine if these students were using
the terms interchangeably to inquire about only suicide
attempts or if they were inquiring about non-suicidal
self-injury. Therefore, only 28.6% and 60.0% of students
during the PND and suicide roleplays, respectively, in-
quired about suicide using exclusively suicide-specific
terminology, such as “suicide,” “killing,” or “taking your
own life.”

DISCUSSION
This study presents findings on an important and

often overlooked topic in the literature, evaluating ob-
served performance following MHFA training, with the
use of simulated patients. The post-training confidence
level of participants in applying the MHFA action plan,

Table 4. Key Behavioral Outcomes During the Simulated Roleplay Audio-Recordings

ALGEE4 Actual Behavioral Outcome

Completed Partially or Fully n (%)

Postnatal Depression
Vignette

Suicide
Vignette

n=17 n=18

Approach, assess and assist
with any crisis

Approached the patient appropriately 17 (100) 17 (94.4)
Asked about alcohol and/or drug use 3 (17.6) 5 (27.8)
Asked about suicidal thoughts 14 (82.4) 15 (83.3)
Inquired about suicide using only non-suicidal

self-injury terminology or mixed terminologya
10 (71.4) 6 (40.0)

Asked the patient if they had thought about
how or when they would attempt suicide
(ie, inquired about a plan)*

3 (21.4) 14 (77.8)

Asked about intentions to harm the baby 5 (29.4) N/A

Listen non-judgmentally Listened non-judgmentally 17 (100) 18 (100)
Displayed empathy 17 (100) 18 (100)

Give support and information Gave reassurance and appropriate information 16 (94.1) 15 (83.3)

Encouraged appropriate
professional help

Took the appropriate action 15 (88.2) 9 (50)
PND: refer to a health care professional
Suicide: refer to a health care professional and

don’t leave the patient alone

Encouraged other supports Encouraged self-help 15 (88.2) 14 (77.8)
aAmong those who asked about suicidal thoughts
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ALGEE, often differed from their observed performance.
Only 28.6% and 60% of students assigned to the PND and
suicide role-play, respectively, used non-ambiguous, sui-
cide-specific terminology to directly ask about suicide.
Moreover, students’ abilities differed, based on the vi-
gnette, whereby a lower percentage of students were able
to encourage appropriate professional help (88.2% vs
50%) and other support (88.2% vs 77.8%) for the suicidal
simulated patient.

Students both underestimated and overestimated
their abilities in providing MHFA. The self-evaluation
questionnaire (Table 3) indicated that 84.0% of stude-
nts agreed or strongly agreed that they felt confident in
approaching someone developing a mental health prob-
lem or experiencing a crisis. However, during the simulated
roleplay, 100.0% and 94.4% of students appropriately
approached the patient for the PND and suicide vignette,
respectively.

During the self-evaluation of confidence, 95.8% of
students either agreed or strongly agreed that they felt
confident they could encourage a person to seek appro-
priate professional help. However, this was an overesti-
mation for the suicide vignette, whereby only 50.0% of
students took the appropriate actions, which involved
both referring to an appropriate health care professional
and not leaving the simulated patient alone. Students also
overestimated their ability to provide the simulated pa-
tient with access to other support, despite being taught
about support such as Australian helplines and websites
duringMHFA training. Furthermore, participants receive
a personal copy of the MHFA manual which contains
these details. During the self-reported evaluations,
95.8% and 96.5% of students either agreed or strongly
agreed that they felt confident they could encourage ac-
cess to other supports and offer information and other
support, respectively. However, only 88.2% and 77.8%
encouraged self-help during the PND and suicide role-
plays, respectively. The tendency to over- and underesti-
mate in self-report measures has been demonstrated in
other areas, including but not limited to job performance,
weight perceptions and video game playing time. 29-31

During the self-reported evaluation, 88.9% of stu-
dents reported that they agreed or strongly agreed that
they felt confident asking someone about suicidal
thoughts. During the roleplay, 82.4% of those allocated
to the PND vignette and 83.3% of those allocated to the
suicide vignette inquired about suicide. So, it seems
as though students did not over- or underestimate their
ability to ask about suicidal thoughts. However, upon re-
scoring the audio recordings, it became evident that the
students’ inquiries were often unclear as they used both
suicidal and non-suicidal self-injury terminology. During

MHFA, students are taught not to avoid the word “sui-
cide.”4 Nonetheless, among those who inquired about
suicide, 71.4% and 40.0% of students either avoided sui-
cidal terminology completely or used multiple terms (eg,
“kill,” “hurt,” “attempt suicide” and/or “harm”) through-
out their suicide assessments for the PND and suicide
roleplays, respectively. This made it difficult, at times,
to determine whether they were addressing suicide at-
tempts or non-suicidal self-injury. Students learnt about
non-suicidal self-injury during MHFA training, hence, it
is unclear whether students who asked about “harming”
or “hurting” were referring to suicide attempts or non-
suicidal self-injury. Furthermore, given the use of both
suicide-specific and non-specific terminology, it was un-
clear if terms, such as “hurting” and “harming” were
used interchangeably with suicide-specific terms, such
as “suicide” and “killing,” or if they were used to ask
about non-suicidal self-injury. Moreover, even though
both simulated patients clearly expressed that they were
not feeling well and could have potentially had suicidal
thoughts, over 15% of students did not ask about suicidal
thoughts, at all. Collectively, these findings indicate that
some participants did not feel confident or comfortable
inquiring about suicidal thoughts.

These findings may indicate that students still felt
uncomfortable providing help to suicidal persons post-
training. This could be due to the myths and stigma asso-
ciated with suicide. A recent study among medical
students reported that only 49% of participants correctly
answered “false” to the statement “people who talk about
suicide rarely commit suicide.”32 Furthermore, both post-
graduate and undergraduate medical students struggled
with recognizing suicidal “signs,” as demonstrated by
a mean percentage correct of only 43% and 58%, respec-
tively, on an instrument that measures suicide literacy.32

In this study, students had completed MHFA training,
which specifically addresses common suicide myths.
MHFAparticipants are taught that “although somepeople
think that asking about suicide can put the idea in the
person’s mind, this is not true.”4 Furthermore, MHFA
training also addresses myths such as “someone who
talks about suicide isn’t really serious” and informs
participants that suicidal persons may talk about suicide
to express “how badly they are feeling.”4 Nonetheless,
many students did not ask about suicide or used unclear
terminology, indicating lower levels of skill acquisition as
they could not “show how” they would apply the infor-
mation they “knew” and self-reported that they “knew
how” to use.21

During MHFA training, students receive extensive
information on how to apply ALGEE for a person expe-
riencing suicidal thoughts. On the other hand, even
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though, they do receive similar detailed information on
applying ALGEE on a person experiencing depression,
they do not receive detailed information on how their
approach should be modified when helping a person with
PND, specifically. Nonetheless, 88.2% were able to take
the appropriate actions and 88.2%were able to encourage
self-help during the PND roleplay while only 50% and
77.8% were able to do so for the suicide roleplay, respec-
tively. In addition, 29.4% of students assigned to the PND
roleplay asked the simulated patient if she had any inten-
tions of harming the baby, which is not something they
learnt during training. Furthermore, even though the post-
natal simulated patient did not have suicidal thoughts,
21.4%of students still inquired if she had a plan to attempt
suicide in place. It appears that students were more capa-
ble and/or confident in assessing the simulated patient and
encouraging appropriate actions in the PND roleplay than
the suicide roleplay. This could have been due to the
“crisis” nature of the suicide roleplay and the stigma sur-
rounding suicide. However, there are various reports re-
garding the lack of concordance between self-reported
and observed behaviors, regardless of the crisis nature
of the behavior being examined. For example, a recent
systematic review comparing direct and self-report mea-
sures of physical activity found self-report measures to be
both higher and lower than direct measures, depending on
the method used, rendering it difficult to find a “clear
trend” among the differences.33

We found that students tend to under- and overesti-
mate their skills when comparing self-reported behaviors
with observed performance during simulated patient role-
plays. This sheds light on the need to include direct ob-
servations of behaviors to comprehensively assess
interventions. Use of simulated patients to evaluate par-
ticipants’ MHFA skills assesses students’ abilities on
a higher level of Miller’s pyramid.21 Not only does it
ensure that participants know what MHFA is and know
how to provide it, but it also evaluates their performance
by allowing them to show how they would apply their
newly learned skills.21 Even after training, participants
are often unable to adequately use some of the skills
taught. Assessing training programs by allowing partici-
pants to show how they would use their knowledge or by
observing their actions, if possible, can inform their mod-
ification and revision to ensure participants havemastered
the skills that are taught.21 Despite most students in this
study appropriately carrying out the MHFA Action Plan,
only 50% of students assigned to the suicide roleplay
passed the assessment, while 76.5% of those assigned to
the PND roleplay passed. This could indicate that health
care students need further support handling patients at risk
of suicide. Given that suicide is among the three leading

causes of death among people aged 15-44, it is essential
that primary health care professionals know how to rec-
ognize, approach, assess and assist those at risk of sui-
cide.4,34 Incorporating these skills into the curricula of
health care students may potentially impact suicide rates.
However, to ensure primary health care professionals are
capable of providing such services, it is necessary to as-
sess their skills after training.

Regardless of their performance, after the roleplay,
all students were given immediate performance feedback
by the simulated patient. Medical education research
has shown that students who receive immediate feedback
are more likely to agree that a standardized patient exer-
cise provided them “with further insight into specific
interviewing techniques” and “was a safe method. . .to
work through. . .weaknesses” than those who did not re-
ceive immediate feedback.35 Among pharmacists, pro-
viding feedback after simulated patient visits is an
acceptable way to improve the “quality of over-the-
counter consultations” and “for assessing current prac-
tice.”36 Furthermore, immediate feedback is appreciated
among pharmacy staff as it allows them to recognize
“specific areas for potential improvement” as it is focused
around “real life practice.”37 Hence, incorporating imme-
diate performance feedback in this study ensured that the
simulated patient exercise was not solely a means of as-
sessment, but also a way for students to improve their
skills.22

Given that previous studies documenting improve-
ments in behaviors have usually based their findings
on self-reported behaviors, this study illustrates the po-
tential for under- and overestimation of confidence in
providing various MHFA actions when using self-report
as the solemeasure for behaviors. Despite these strengths,
this study could have been improved by using a larger
sample size of students to improve the generalizability
of the findings. Furthermore, given that participants
were pharmacy students, it is unclear if the findings are
generalizable to Australian pharmacists. However, the
students were in the final semester of their degree and
were only months away from registering as intern phar-
macists with provisional registration in Australia. None-
theless, further researchwith varying participant groups is
also warranted.

Another potential limitation which may have af-
fected the students’ performance was the use of tutors
who were known to the students as simulated patients
and that the numbers of scenarios delivered by the two
tutors were not even. Hence, future study designs simu-
lating real life environments in a non-academic setting
using actors or consumerswith a lived experience ofmen-
tal illness may yield different results.
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CONCLUSION
Although assessment of actual behaviors following

MHFA training may be difficult to achieve, this study is
among the first to evaluate health care professional stu-
dents’ observed behaviors using simulated patients.
This has allowed for a more thorough evaluation of
the skills participants acquired and their ability to apply
the ALGEE actions after completing MHFA training.
Since participants both under- and overestimated their
ability to perform some of the key skills, after MHFA
training, it is evident that direct observations of behav-
iors should supplement self-reported evaluations of
interventions. By doing so, a higher level of knowledge
acquisition and implementation can be ascertained,
post-training.
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